Recognizing that health reform is not addressing the specific issues involved in women's health, the the past year, one of the main reasons being lack of information from their physician. Furthermore, it found that women at serious risk of heart disease, lung cancer and osteoporosis lacked sufficient knowledge of how to reduce risk. These failures in preventive health services for women occur in the setting of reported dissatisfaction with health providers, the leading reason being poor communication:
Twenty-five percent reported being talked down to.
Seventeen percent were told that their problems were "all in their head." -One in 10 thought her physicians would have treated her differently were she a man.
One in 10 had some problem she felt too uncomfortable raising with her physician.
One in three had a history of childhood abuse, but 90 percent of these women failed to discuss this with her physician because of perceived discomfort on the part of the physician.
Who will be the providers of comprehensive primary care to women once financial access to health care is achieved? How will Representative Schroeder's concern about "treatment for the whole woman" be addressed? How does the format of the evolving health care industry affect the quality of care for women?
aTo whom all correspondence should be addressed. Eileen 25 to 44, however, are almost as likely to visit an obstetrician/gynecologist (a surgically trained specialist) [3] . In fact, the American College of Obstetrics and Gynecology claims that most of these patients see their obstetrics and gynecology practitioner as their only primary care provider [4] . The Council on Graduate Medical Education has found, however, that gynecologists acquire only 26 percent of the competencies needed to comprehensively care for women [5] . This poses a dilemma for women, given that the Clinton Administration has designated obstetrics and gynecology as a primary care specialty. Except for mandatory training in obstetrics and gynecology, only 25 percent of medical schools surveyed in 1992 offered any additional training in women's health, all on an elective, not required, basis [6] .
Studies clearly document, however, that physicians other than obstetrics and gynecology practitioners perform inadequate routine screenings for women such as pap smears and pelvic and breast exams [7] Consequently, most women depend on at least two physicians for comprehensive primary medical care. Furthermore, given the prevalence of mental health disorders in women, and conditions that overlap the professional boundaries of specialties (like eating disorders, violence, incest and substance abuse), should psychiatrists also be designated as primary care providers for women? Twenty percent of all patients visiting primary care physicians suffer well-defined mental disorders, 40 percent if minor disorders are included, but most physicians are unprepared to diagnose and treat these problems [8] .
Fragmentation is an expensive arrangement at a time when cost containment is the major driving force influencing health reform. Consider how fragmentation of services affects the treatment of domestic violence. Each professional attends to a piece of the problem: the blackened eye, the broken bone, the high-risk pregnancy, the psychiatry or social work referral, the police complaint, the court system. This piecemeal approach, taken out of context by health care providers who are not trained to elicit the history or competent to manage the problem effectively [9] , serves the woman poorly. Furthermore, when treatment focuses on the victim rather than the perpetrator, the cycle of violence is sustained, costing the woman and society an ever increasing amount.
In a fragmented health care system, abdominal pain can be evaluated differently by three different practitioners. It is seen as intestinal by the internist, menstrual by the gynecologist and emotional by the psychiatrist. The family practitioner may be more able to integrate all three, but without specific training in women's health, may fail to diagnose interstitial cystitis or chronic pelvic pain syndrome, a delayed manifestation of childhood sexual abuse.
Who will deliver primary care services to women: internists untrained in routine gynecological care, gynecologists untrained in routine medical care or family practitioners with a broader array of competencies [5] but without training in female models of physical and emotional health and illness? Or will the basic fragmentation remain under "health care reform," continuing a century-old system in which women's health has been isolated to the surgical specialty of obstetrics and gynecology and the rest of medicine, whether offered by general practitioners, internists or family physicians, has been assumed to be androgynous.
The restrictions imposed by managed care will constrain women's ability to seek out the best of women-centered care as it is evolving in the medical community. Whether With little or no training in women's health, the primary care physicians that women will be compelled to visit as gatekeepers are more apt to misdiagnose, under-diagnose or inadequately assess and treat women [10] . Problems unique to women or that manifest differently in women than men will not have been a part of their training. Furthermore, as health care systems attempt to standardize care, clinical guidelines set by the insurers will determine physician practices. How will women consumers fare under these rules when the research used to guide existing practice has all been done in males, especially when access to those who have "specialized" in state-of-the-art services for women is denied?
Quota systems requiring physicians to see a minimum number of patients per day are another aspect of managed care that will affect women's health. Given that 41 percent of women in the Commonwealth Survey reported changing their physicians because of dissatisfaction about not being heard or taken seriously, volume-based measures of doctors' productivity are unlikely to enhance women's experiences. Women use health services differently than men, often cultivating ongoing relationships rather than purchasing discrete units of professional services. These relationships start early in life and extend through all phases of a woman's life for routine, normative events such as menstrual cycle phenomena, birth control, sexually transmitted diseases, pregnancies and their sequelae and menopause. Good doctor-patient relationships depend on good communication, and aside from enhancing patient satisfaction, can actually translate into good health outcomes by lowering blood pressure in hypertensives and glucose levels in diabetics [11] . Volume-driven management policies do not take these realities into consideration. Furthermore, although cost effective for insurance companies, forcing women to abandon existing and cherished doctor-patient relationships for unknown physicians selected by a third party payor is punitive and counterproductive to women.
Women are increasingly aware of how the system has neglected their health concerns. Whether this neglect takes the form of less research in the illnesses that are more common, more severe or unique to women or of the inadequacy of the services offered to women, deficiencies are abundant and unacceptable [ 12] . Medicine has paid less attention to women's unique physiologies, to their special pathways to health and illness, to the impact of social forces on the expression of illness and the way in which women utilize the health care system [13] .
The belief that non-reproductive issues in men and women are the same, a phenomenon referred to as "androgenous anonymity," [14] has led to the invisibility of women within the broader field of medicine. It has prevented clinicians from delivering sex and gender informed care by allowing medicine to develop an incomplete and inaccurate data base. An improved database would integrate women's complex interacting endocrine systems into the whole of medicine so that sex steroids are understood as they affect hearts, bones, brains and immune cells, not just reproduction. A gender-informed psychological database would educate physicians in the ways that sexism and violence impact on psychosocial functioning, and often result in illness and healthcare seeking behaviors not currently identified as such by most physicians. It would include body image distortion and self-esteem as issues needing to be addressed in women's health psychology.
The invisibility of women and its impact on appropriate clinical care can be seen in the example of coronary artery disease [15] . Although heart disease is the leading cause of death in women, all the major primary and secondary intervention trials have been done with men. Longitudinal studies looking at the natural history of the disease have been done only in men. Coronary artery disease is often undiagnosed in women because of ignorance of this issue among both doctors and women. It may be overdiagnosed because of reliance on tests that have better specificity in men and false positives in women. It is misdiagnosed because of the atypical presentation of this disease in women when compared to the symptom profile identified in men. Cardiovascular pharmaceuticals have all been developed in men without concern for women's higher proportion of adipose tissue or for how these drugs might vary during the menstrual cycle or in the presence or absence of sex steroid hormones [16] . Gender disparity in treatment affects women's referral to definitive diagnostic procedures and their access to interventional therapies that require prompt diagnosis [16] . One of the most profound examples of women's invisibility is the manner in which physicians applied their awareness that premenopausal women were protected against heart disease to clinical research. Rather than offer estrogen to postmenopausal women, who would have been most likely to benefit from this intervention, physicians used this knowledge to treat men with estrogen [17] .
We can no longer practice medicine based on a male model of disease. It is unacceptable for the 70 kg, middle-class, white male to be the standard against which every difference is seen as a deviation. Women must be understood, diagnosed and treated using a woman-centered model of health and illness, a model based on sex-and gender-specific information, a model that allows medicine to look beyond mammograms and pap smears when evaluating the health of women.
Transforming medical education and the clinical training of physicians to include the care of women as whole human beings rather than bodies encasing reproductive organs is a critical component of health care reform. The schools in which medical students learn their trade have three distinct, yet entwined responsibilities: research, physician education and patient care. Insurance benefits and health policy under health care reform will most definitely affect these three areas, but there has been little discussion about how these effects will take place.
The establishment of the Office of Research on Women's Health at the National Institutes of Health and the implementation of the Women's Health Initiative are important steps toward improving the database from which physicians are trained. However, these recent and relatively modest efforts, after generations of almost exclusive attention to men and their health concerns, will have little effect on our health care delivery system if it remains a male model, if a new database integrating reproductive endocrinology and gender effects into the rest of medicine is not created, if care fails to focus on the woman as a whole person, if physicians are not trained in women's specific patterns of health and disease, if fragmentation of services is allowed to contribute to inadequate primary care and if managed care is allowed to abort the growth of women's health networks.
An interdisciplinary primary care specialty in women's health has been proposed as the structural way in which medicine could focus on the woman as a whole person in a manner similar to pediatrics' focus on children [18] [19] [20] [21] . By doing so, sex and gender effects would be incorporated into the understanding of health and illness in women the way growth, development and social context are applied by pediatricians. Whether it is the family, the school or the peer group, pediatricians assess children in these social environments as a way of determining health or dysfunction. Pediatricians, in fact, advocate for children legally when dysfunction in the family and social arenas are diagnosed. Women will benefit from the same contextual approach.
A comprehensive training program which collects the skills currently distributed among multiple practitioners and integrates them into one practitioner focused on the whole woman would be a major advancement in addressing women's needs. This is in contrast to the accommodations made to professional turf that occur in women's health centers where multiple providers can more conveniently deliver care to women [22] .
The dialogue about health reform creates an opportunity to transform women's health from a narrow reproductive specialty to a broader woman-centered focus. The current arrangement of medical specialties and the associated training of physicians actually wastes precious resources within our health care system and unfairly compromises the health status of women. An interdisciplinary primary care specialty in women's health is the best strategy to assure long term parity between women's health and men's health. It is the mechanism that will assure that women's health occupies a legitimate place within the academic structure, where researchers ask questions designed to produce data based on a female norm, where a cadre of physicians focus their professional energies on advancing the art and science of women's medicine. It is the most effective way to improve delivery of health services to women and meet the cost concerns of health reform.
All doctors need to know how to take better care of women. The knowledge and skills physicians will acquire in an interdisciplinary primary care specialty in women's health must be disseminated to all physicians caring for female patients, especially in gatekeeper-dependent managed care plans. It has already been demonstrated that the best mainstreaming of women's scholarship among the social sciences has occurred at universities where independent divisions of women's studies exist [23] . The same will be true in medicine.
The current plans for health reform may be addressing some issues regarding the financing of health care and attempt to address the issue of access and prevention, but they fail to meet the needs of women in a substantive way. The Women's Health Equity Act of 1993 begins to address some of these concerns by calling for an evaluation of the current state of medical education with regard to women's health and by sponsoring the development of model programs in midlife women's health [24] , but we must not sit back and wait for government alone to take the lead.
Women consumers of health care need to pressure government, business and the insurance industry to maintain a broad focus on women's health issues as they are addressed in health reform. Medical students need to pressure their medical schools to include pertinent curriculum that enables them to care more fully for their female patients when they become providers. Interns and residents must show initiative in customizing their training for similar preparedness. They must be living examples of the bridging that needs to occur between the specialties as they now exist in the service of women's interests. Physicians must put aside their current professional allegiances and their economic concerns so that remodelling of the system can occur to serve women in a more contemporary way. Professional societies need to put aside their turf wars and recognize that a shift from specialty care to primary care is going to, by necessity, involve a reorganization of existing specialties to deliver truly comprehensive primary care to women [25] .
The development of an interdisciplinary specialty in women's health is the structural change that will genuinely enable women to have access, coverage of needed services and choice of practitioner while improving the quality of care in the most cost effective manner [26] .
